
Editorial

Heart failure clinics: a possible means of improving care

The number of patients with heart failure is increasing
despite a general decline in the manifestations of ischaemic
heart disease, the most important aetiologic factor today.1

The increasing prevalence is mainly because of the growing
number of elderly heart failure patients who are often hos-
pitalised and frequently readmitted owing to exacerbation;
at least 30% are readmitted within one year and many
within 30 days.2 Hospitalisation for heart failure is a major
economic burden on health care.

Most heart failure patients are treated by primary care
physicians. This requires special considerations in relation
to the implementation of diagnostic and treatment
guidelines issued by the European Society of Cardiology.3

The diagnosis and treatment of heart failure requires
objective analysis of ventricular function, usually by echo-
cardiography, which is not routinely used in primary
care.4 5 Angiotensin converting enzyme (ACE) inhibitors
are recommended as first line treatment for heart failure
patients with reduced systolic function; however, this is
diYcult to achieve if cardiac function is not assessed. Con-
sequently, patients with heart failure are not being
managed in accordance with evidence-based medicine.
Neither diagnosis nor treatment is optimal—how can this
situation be improved?

The concept of heart failure clinics
Heart failure clinics are staVed by physicians and nurses
with special expertise who exclusively manage patients with
heart failure, which may significantly improve outcomes.6 7

The clinics are easily accessible, integrated units providing
inpatient beds, daycare facilities, outpatient clinics, and
diagnostic and monitoring facilities. The aims of these
clinics are not only to provide optimal care for hospitalised
patients but also to take the initiative in securing adequate
medical, social, and psychological support following
discharge. This requires that diagnosis, treatment, and fol-
low up are based on a “shared care programme”.

Shared care programmes
Heart failure patients need continuous, long term support
outside the hospital environment; therefore, it is manda-
tory that a system is designed in which patients can be
oVered optimal care after discharge. This requires a multi-
disciplinary approach. A shared care programme is created
by those involved in the care of these patients, usually car-
diologists, internists, primary care physicians, and geriatri-
cians. A consensus should be reached regarding the distri-
bution of responsibilities, patient referral routines,
guidelines for the use of diagnostic and therapeutic princi-
ples, as well as a built in quality control system. Education
of patients, relatives, and health care staV should be defined
and guidelines for optimisation of both non-
pharmacological and pharmacological treatment should be
specified. One important aim of the shared care pro-
gramme is to oVer continuity with optimal patient support
at all levels. The long term goal of this strategy is not only
to improve quality of life for patients but also to reduce the
burden on the health care system, mainly by reducing the
requirement for hospital admissions. A multidisciplinary
approach has been shown to be eYcacious in the manage-
ment of heart failure patients.8

A new role for nurses
A new and more diverse role for nurses is an important
component of heart failure clinics. This is achieved by
oVering tailored education and training as well as arranging
formal examinations before they are considered competent
to make independent decisions. Physician supervised,
nurse mediated implementation of pharmacological guide-
lines has been found safe and eYcacious.9 Delegation of the
right to adjust treatment with specific drugs—for example,
diuretics, ACE inhibitors, and â blockers, as well as the
opportunity to examine patients and order relevant blood
tests is feasible. Individual treatment and follow up plans
should be documented in the nurses’ patient records, ide-
ally a computerised system for instant access. The nurses
should also be responsible for establishing a support
network for each patient, which may include physiothera-
pists, social services, and medical staV outside hospital.
Engaging nurses in homed based intervention has proved
to be eVective in reducing multiple readmissions and out-
of-hospital deaths.10

A specific task for the heart failure nurse is to educate
patients on the importance of recognising the signs and
symptoms of heart failure and to discuss individual lifestyle
changes and risk factors. Patients should be taught to check
for the signs and symptoms indicating worsening heart
failure. The nurse plays a pivotal role in this respect,
particularly if he or she is easily accessible for consultation
by telephone. Information about the impact of heart failure
on social activities as well as the importance of vaccination,
contraception, and hormone substitution are other impor-
tant areas in which nurses could play a role. Finally, nurses
can assume responsibility for the implementation of
non-pharmacological treatment, which is often forgotten
despite having a great impact on heart failure outcomes.11

Focus on the patient
Patients with heart failure are chronically ill and will, with
time, experience a worsening course. The condition leads to
reduced quality of life and often a state of anxiety. Focusing
on patient needs is of utmost importance. Consequently, the
use of self care principles should be employed,12 and
information for patients and relatives should receive priority.
In addition, patient diaries containing data such as weight
and suitable diuretic adjustments have been shown to be
useful. Symptoms indicating worsening of heart failure like
dyspnoea, orthopnoea, and nocturnal diuresis are easily
observed. Regular control of body weight and ankle
measurements are useful, and self adjustment of diuretic
dose after proper information has been shown to be possible.
The patients’ responsibilities of the their condition should be
discussed and defined individually.

Key to success
Units for the care of patients with specific medical
problems have been evaluated in other specialities. Clinics
for diabetic care and asthma have proved very useful. In
contrast to these conditions, heart failure mainly aVects the
elderly and the prognosis is sinister. Therefore, specific
requirements have to be met for a clinic to be successful.
The goal for a heart failure clinic must be to provide the
highest quality of care possible. This does not mean that
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patients should be hospitalised frequently but should be
oVered the optimal level of care required at any particular
moment according to the shared care programme princi-
ple. The staV running the heart failure clinic must be will-
ing to provide service at all times and team work is a neces-
sity. Constant review of the unit’s performance is
important as well as continuous competency development
among the staV. Concentration of one condition to a spe-
cific clinic may seem simple but experience has taught us
that it is diYcult to maintain enthusiasm over long periods
of time. Built in systems for quality assurance should
therefore be encouraged to provide continuous feedback
on the unit’s performance.

This is particularly important as increased health care
access, such as provided by a heart failure clinic, has the
potential to be counterproductive. This was clearly shown
in a Veterans Administration study in which close follow up
after discharge in chronically ill patients by a nurse–
physician team increased rather than decreased the rate of
hospitalisation.13

The future
Initial reports from heart failure clinics look very
promising.14 There are, however, many obstacles to
overcome before these units can be considered an integral
part of heart failure care. We need scientific evidence that
heart failure clinics will in fact reduce hospital admissions
and improve quality of life for patients.

The key issue for success of heart failure clinics is to
stimulate the participation of physicians and nurses in
shared care programmes. Unless all parties are informed
and involved in the care of patients, the concept will be less
successful. We believe that heart failure clinics have come
to stay and that the future development will prove that they
oVer what they promise—improved care.
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